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STRATEGIES FOR REHABILITATION IN INDIA 


The World Health Organisation 
(WHO) recommended that 
rehabilitation be set in the context of 
community services, especially in 
relation to primary health care, but 
also emphasised the need to develop 
rehabilitation as a separate thrust area 
in different countries, taking into 
account local factors. It was also 
recognised that unless efforts were 
directed towards developing specific 
rehabilitation strategies, the goal of 
integrating people with disabilities into 
the societal mainstream could not be 
satisfactorily achieved. 


In developing strategies for 
rehabilitation in a country like India, 
several factors need to be taken into 
account, including the prevailing 
political, economic and social 
conditions, the disadvantages and 
advantages arising thereof, the 
magnitude of the problem of disability 
and the current level and kind of 
services and supports available. Some 
of the disadvantages at a national 
level stem from political, communal 
and economic problems. The lack of 
continuity of policies and planning, 
the increasing disturbances of 
communal amity, the changes in 
economic policies which have led to a 
decrease in the Government's 
promotion of welfare activities and 
people’s expectations as a result of 
such changes, especially from a 
socialist state to a market economy, 
are all factors to be considered. 
Besides, the country has been plagued 
by problems of absence of effective 
communication systems and channels 
for information dissemination, apart 
from the lack of proper planning and 
purposive, target-oriented, timebound 
action in many areas at a national 
level. Many of these factors have 
contributed to the outdated stages of 
development in different spheres in 
India today, including the field of 
rehabilitation. 


On the positive side, we have the 
long history of non-Governmental 
Organisations’ (NGO) involvement in 
development work, many of whom 


have contributed effective alternatives 
to government sponsored systems, 
along with the recognition of social 
service as an accepted form of work. 
The continuing availability of family 
aiid other social support systems is a 
distinct advantage. Many Indian 
industries are also becoming more 
aware of their social commitments, 
leading to an increasing involvement 
of the corporate sector in different 
forms of development. 


Coming to the field of rehabilitation, 
to date no authoritative statistics are 
available regarding the magnitude of 
the problem of disability in the 
country. Different sources place the 
figure at approximately 35 to 40 
million, which amounts to a 
significantly large number of people. 
A situation analysis shows that a 
majority of these people live in areas 
unreached by rehabilitation services 
of any kind. It has been pointed out 
that hardly 2-3% of disabled people 
in need of services have access to 
them. Besides, the whole rehabilitation 
field continues to be in a nascent stage 
of development in the country. Despite 
the efforts of the Government to 
evolve policies and strategies in the 
last decade, rehabilitation remains 
many decades behind in India. At 
present, there seems to be a vacuum 
in terms of efforts to develop 
strategies to work within the 
framework of the whole country and 
in a sustainable manner. 


A few assumptions underlie the 
planning for rehabilitation in a country 
like India. Firstly, there is the issue of 
the target area or geographical areas 
to be covered. The areas chosen 
depend on the target groups defined 
and on the feasibility of operations in 
those areas. In planning for 
rehabilitation within the framework 
of the country, it is necessary to take 
the entire country as the target area. 
This is because rehabilitation as a 
whole is at an initial stage of 
development in India, irrespective of 
whether certain areas in the country 
are more developed than others. If 


1 


we have to develop and promote the 
field of rehabilitation in India, there 
would be no meaning in promoting 
micro units alone, without a country 
perspective, for that would only lead 
to uneven development and leave the 
field of rehabilitation as outdated as 
it is today. 

The second assumption has to do with 
the definition of the target group for 
rehabilitation in India. The target 
group needs to include all disabilities 
in India, regardless of location, 
economic status, caste, creed or 
religion. This is because, as stated 
earlier, the reach of rehabilitation 
services today is almost nil, the kind 
of technology available is archaic and 
hence it will not be just to deny 
services to any group. However, for 
purposes of prioritisation, it is 
necessary to take into account factors 
such as access and affordability of 
services to people who need them. It 
is also important to consider what 
kind of disability is most prevalent, 
what disabilities are most obvious and 
in which disability would 
interventions produce tangible benefits 
to the individuals, the community and 
the nation. In India today, the 
disabilities accorded priority for 
support are locomotor disabilities, 
visual disabilities, communication 
disabilities and mental retardation. 
This however does not preclude the 
reach of rehabilitation services to other 
disabilities in time to come. 


The third assumption has to do with 
the need to develop rehabilitation as 
a separate thrust area and not view it 
merely as part of other development 
work. It is well accepted that unless a 
special focus is given, the field of 
rehabilitation in India will not progress 
in the coming decades and the goal of 
reaching services to the large numbers 
of disabled people will remain out of 
reach. For this reason, it is necessary 
to develop programmes with the 
primary focus on disabled people, and 
to add on other components of larger 
community development work as the 
nucleus of rehabilitation becomes 


established. Such an approach, which 
may be termed an integrated disability 
and development approach would 
ensure that rehabilitation does not 
become a mere appendage, and would 
also take into account the needs of the 
larger community in time. 


The strategy propounded by the 
Disability Division of ACTIONAID 
India takes into consideration the 
above mentioned assumptions and 
proposes to reach the large numbers 
of disabled people in the country 
through the establishment and 
promotion of autonomous, and 
independent units of rehabilitation 
(NGOs) in different parts of the 
country. Each unit has its own legal 
status and management and is 
decentralised, being based in the 
community, responding to the needs 
of the community and run by the 
community or its representatives. Each 
unit is established following a detailed 
assessment of needs and resources in 
the community, phased planning of 
different activities, the logistics 
involved in service delivery, the 
availability of the necessary support 
services/infrastructure for different 
programme components, the staff 
required for carrying out activities 
and their training. Each unit carries 
out a comprehensive package of 
rehabilitation interventions including 
medical rehabilitation, education 
(special and integrated), vocational 
training, awareness building and 
prevention, aimed at all identified 
disabled people in a given target area. 
Issues of recording, monitoring and 
valuation are important to ensure 
effectiveness of interventions and for 
planning mid-course changes if found 
necessary. With the decreasing 
involvement of the Government in 
welfare and_ the increasing 
involvement of NGOs, and 
considering the need to reach the large 
Numbers of disabled people in the 
Country, the sustainability of the 
individual units is a crucial factor. It 
is increasingly being accepted that 
Many factors affect sustainability of 
NGOs, including clarity of goals, an 


active and involved board of 
management, a democratic structure, 
and non-centralised but strong 
leadership, concern for results and 
effectiveness; appropriate accounting 
and financial procedures, 
documentation and _ evaluation 
procedures and _ evidence of 
community involvement. 

The strategy of promoting such units 
of rehabilitation has _ certain 
advantages. Firstly, units can be 
started covering small numbers of 
disabled people and more can be 
added on whenever resources and 


facilities are available. Secondly, the . 


units can be started by anyone who 
has the resources, at different points 
in time and at different locations. 
Thirdly, the units can start with one 
or two programme interventions and 
add on the rest as they stabilise and 
gain the necessary expertise. Fourthly, 
since the units are autonomous, even 
if one or two do not sustain, the 
others will carry on with their 
activities. Besides, experimentation 
which is necessary in a new area like 
rehabilitation, may be carried out in 
some of the units, without disturbing 
the others. 

However, there are certain important 
functions which are necessary to 
sustain rehabilitation, | which 
individual units may not be able to 
carry out either because of resource 
constraints in setting up such functions 
or because of inability to have access 
to such of those areas that are available 
in the country. Examples of these 
areas include training of manpower 
in rehabilitation, development of 
technical aids, research into different 
aspects of rehabilitation, access to 
national information systems and so 
on. The second aspect of our strategy 
for rehabilitation is therefore the 
establishment of a flexible co- 
Ordinating body which has the 
primary function of supporting 
individual units in any area which is 
difficult for them to carry out 
individually. This is done in two ways 
: the co-ordinating body plays a co- 
Ordinating and facilitating role in 
making available technical resources 


needed to promote rehabilitation to 
individual units; secondly this body 
identifies existing lacunae in the 
promotion of rehabilitation and co- 
ordinates the addressing of these 
lacunae, for example in training, in 
technology development, in research, 
in information dissemination and in 
any other identified areas of need. 


The Disability Division of 
ACTIONAID India, functions as the 


flexible co-ordinating body for 


rehabilitation today, promoting more 
than forty NGOs involved in 
rehabilitation in different parts of the 
country. The nature of functions of 
this co-ordinating body, are: 1) co- 
ordinating training of manpower 2) 
development of training materials 3) 
development of an institution for 
training 4) development of technical 
aids 5) promoting experimentation 
with new technical aids 6) updating 
knowledge in methods of training, 
rehabilitation technology, policies, 
Strategies and so on 7) import of 
technical skills and resources from 
other countries 8) information 
dissemination on technical aspects of 
rehabilitation 9) development of a 
liaison body to promote employment 
opportunities for disabled people 10) 
promoting access to national and 
regional databases in rehabilitation 11) 
co-ordinating research into different 
aspects of rehabilitation, and other 
areas to be taken up at appropriate 
times. 


The technical resources of this co- 
ordinating body are available to all. 
organisations and their units in India 
and outside, irrespective of whether 
ACTIONAID is supporting these units 
financially or not. The co-ordinating 
body also liaises with and co-ordinates 
issues related to rehabilitation with 
other organisations in India and 
Outside, such as the Government, 
national and international bodies 
interested in rehabilitation, donor 
organisations, the corporate sector etc. 
The body thus facilitates the pooling 
of all available resources to promote 
the field of rehabilitation in the 


country. 


Government 

National, international- 
bodies in rehabilitation 
Donor organisations 
Corporate bodies Others 
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FLEXIBLE CO-ORDINATING 
BODY 


While the Disability Division of 
ACTIONAID currently performs the 
functions of such a co-ordinating 
body, this does not preclude the 
possibility of any other organisation 
taking over such a role in the future, 
provided the organisation has 
sufficient resources and the expertise 
to perform the functions. What is 
important here is to recognise the 
need for such a role in India in order 
to promote the development of 
rehabilitation in this country and to 
take it forward. To date, the Disability 
Division of ACTIONAID has played 
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Training manpower 

Training material development 
Development of institutions 
Development of technical aids 
Development of technical skills 
Information dissemination 
Promoting vocational rehabilitation 
Research 

Others 


a co-ordinating role with regard to 
training, institution of evaluation and 
research systems, updating knowledge 
in different areas of rehabilitation, 
information dissemination and 
networking with other organisations 
in India and outside. There has been 
a gradual acceptance of the need for 
such a co-ordinating role in the 
country, along with the expectation of 
more areas to be facilitated and 
developed in the future. The Disability 
Division is in the process of promoting 
other areas such as technology 
development, import of technical skills 


REHABILITATION SERVICE 
UNITS IN INDIA AND OUTSIDE 


from other countries and so on. It is 
hoped that the concept of the co- 
ordinating body will gain wider 
acceptance and _ that more 
organisations will be involved in 
promoting it. 

Pooling and co-ordinating of all 
available resources is necessary if we 
are to realise the goal of reaching all 
people with disabilities and enabling 
them to lead their lives with dignity. 


Dr. Maya Thomas 

Director, Disability Division 
ACTIONAID-INDIA, 

3, Rest House Road, Bangalore - 560 001, India 


RESEARCH IN REHABILITATION - PROPOSED STRATEGIES OF THE 


DISABILITY DIVISION, ACTIONAID - INDIA 


INTRODUCTION 


In most developing countries, the 
evolution of health care had 
emphasised mainly curative and 
preventive systems (with particular 
reference to specific protection), till 
recently. In the last decade, 
rehabilitation has come _ into 
prominence with the promotion of 
world bodies like UNICEF and the 
World Health Organisation (WHO), 
along with the development of 
rehabilitation policies in many 
developing countries, including India. 
According to WHO estimates, about 
10 percent of the world’s population 
has some form of disability (1). In 
India, statistics from different sources 
have indicated that at least 3.8% of 
the population has locomotor, visual 
or communication disabilities or 
mental retardation (2). As in other 
developing countries, rehabilitation 
services in India had mainly been 
institution based and urban centred, 
with hardly 3% of those in need of 
services able to have access to them. 
The trend is now changing, with the 
promotion of various rehabilitation 
programmes by the Government and 
non-Governmental organisations 
(NGOs). Efforts are concentrated on 
evolving cost effective methods to 
cover the large numbers of disabled 
people living in rural areas and the 
community based rehabilitation (CBR) 
approach is increasingly viewed as a 
possible alternative to expensive 
institution based programmes in 
achieving this goal. 


ACTIONAID AND DISABILITY 


ACTIONAID started a separate 
division in 1988 to deal with projects 
for disabled people and now supports 
over 40 projects for physically, mentally 
and socially disabled persons all over 
India, through local NGOs. 
ACTIONAID’s primary concern is with 
the provision of rehabilitation services 
where they are lacking and where they 
are most needed such as rural areas 
and urban slums, with a family and 
community oriented approach. 


Locomotor, visual and communication 
disabilities, and mental retardation are 
accorded priority for support, with 
emphasis on integrated, multisectoral 
programmes providing services in 
prevention, medical rehabilitation, 
education, vocational training and 
income generation, social rehabilitation 
and awareness building, all of which 
are geared towards the end goal of 
integration of disabled people into 
the mainstream of life in their 
communities. Other areas of concern 
are the important support areas suc 

as technology development to 
promote mobility and independence 
in disabled people, training of 
manpower in rehabilitation, research 
and evaluation of CBR programmes, 
networking and_ information 
dissemination on rehabilitation, and 
contribution to policy formulation on 
rehabilitation for ACTIONAID and at 
the National level. The thrust areas 
for the Disability Division of ACTION 
AID can be represented as follows: 


Funds =n Policies —~_\ 
—— Policies me 
VY S \ } WA Research 


Training <—— Rehabilitation y 


x Services —v> Manpower 


Staci 
| } _ Technical aids 
Information 7" 
Dissemination 
While coverage in terms of the number 
of CBR service projects for disabled 
persons has been increasing in India, 
the important support areas as 
outlined above are still in need of 
greater attention. An immediate 
priority is the need for documentation, 
evaluation and research on CBR 
programmes, which are at an initial 
stage of development. 


DOCUMENTATION, EVALUAT- 
ION AND RESEARCH IN CBR 


Apart from Government interventions, 
there are an estimated one thousand 
non-Governmental organisations 
(NGOs) involved in rehabilitation 


efforts in India (3). NGO interventions 
are diversified and vary from one 
organisation to another in terms of 
methods of identification of 
beneficiaries, methods of assessment, 
service delivery, selection and training 
of manpower and maintenance of 
records. This obviously makes it 
difficult to compare _ their 
interventions. This is more so in the 


-case of CBR programmes. 


There are several facets to CBR 
programmes which need to have 
research linkages built into them. 
These can be diagramatically 
represented thus: 


Services 


Policies TY | ag Technology 
Research ————— Information 


Funds 


Manpower 
power 


Training 


The following sections attempt to 
review some of the available literature 
on these research linkages. 


RESEARCH ON POLICY 


The National Health policy adopted 
by the Government of India in 1983, 
while discussing the need for 
providing primary health care 
focusses on rehabilitation thus: 
“Special, well co-ordinated 
programmes should be launched to 
provide mental health care as well as 
medical care and physical and social 
rehabilitation of those who are 
mentally retarded, deaf, dumb, blind, 
physically disabled, infirm and the 
aged. Also, suitably organised 
programmes would require to be 
launched to ensure against the 
prevention of various disabilities” (4). 


There is need for research to evolve 
indicators to assess how far the stated 
policy is put into practice over a period 
of time. Much could be learnt from 
the existing programmes and practices 
for care of disabled people. A critical 
inquiry into this in the form of 
research will be helpful for 


policy formulation. 


RESEARCH ON METHODS OF 
SERVICE DELIVERY AND EFFECT- 
IVENESS OF INTERVENTIONS 


It is estimated by WHO that 2.5% to 
3% of the disabled population could 
benefit from rehabilitation. From time 
immemorial disabled people have 
been looked after in institutional set 
ups wherever such facilities exist. 
Those with impairments and mild to 
moderate disabilities are integrated 
socially without special interventions. 
Considering the cost intensive nature 
of rehabilitation services, community 
based rehabilitation appears to be the 
suitable alternative to institution based 
set ups for developing countries to 
achieve wider coverage of the target 
population. There are other services 
such as outreach programmes and 
home based management which are 
essentially via media services between 
institution based and community 
based interventions. Research and 
evaluation on these issues is meagre, 
and there is a need to determine which 
is the more suitable alternative. 


Momm and Konig (5) reviewed the 
experience of ILO in rural Indonesia, 
Philippines, Southern Africa, Ethiopia 
and Kenya by focussing on structure, 
organisation, manpower, training and 
contribution of various agencies in 
community based rehabilitation and 
stated that “the ILO had no experience 
with a really effective CBR programme 
which would have demonstrated its 
ability to carry on solely with local/ 
national resources and without 
ongoing stimulation and support from 
outside” and that “There is no global 
and unique approach to organising 
CBR.” 


UNICEF focusses upon prevention of 
disability, early detection and 
intervention and community based 
rehabilitation. In its review of CBR 
programmes (6) in Lahore and Jhelum, 
UNICEF observes that there is need 
for channelising rehabilitation care 
involving local health infrastructure, 
and for orienting CBR workers to 
work with the community, along with 
focussing on disabled persons and 
their families. It was also observed 
that the training of CBR workers was 


too short and that maintenance of 
records was poor in Jhelum. The need 
for development and use of 
indigenous aids for training, 
vocational training and employment 
of disabled persons was brought out 
as well. 


Pandit and Chima (7) after their visit 
to the CBR project at Solo, Indonesia 
infer that institutional rehabilitation 
structures and CBR can co-exist and 
be mutually supportive and 
reinforcing. 


Evaluation reports of RCFC Calcutta 
(8) Zimcare Trust, Zimbabwe (9) 
Nuwara Eliya in Srilanka (10) and the 
Nairobi Family Support Services of 
ACTIONAID, Kenya (11) give 
descriptions of service delivery in their 
community based rehabilitation 
efforts. 


RESEARCH AND FUNDS 


Most developing countries face the 
constraint of limited financial 
resources and it is more so when it 
comes to. rehabilitation. The 
Government of India has allocated 
Rs. 50 crores per annum in the 8th 
plan for rehabilitation, which includes 
Governmental support to non- 
Governmental organisations. Many 
overseas donors are also involved in 
supporting rehabilitation efforts in 
India. 


It may not be possible for any single 
organisation to develop all the areas 
requiring attention such as 
appropriate service models, training 
of | manpower, _ professional 
management of rehabilitation 
programmes, ongoing research, 
repeated evaluations and continuous 
dissemination of available 
information. The need therefore is for 
donor organisations to recognise the 
importance of pooling of resources, 
developing strategies for collaboration 
and co-ordination, avoiding 
duplication of efforts and aiming for 
optimal resource utilisation. 


Often, research activities receive least 
financial inputs. Many questions need 
to be answered in the field of 
rehabilitation. Documentation, 
evaluation and research have to be 
incorporated into rehabilitation 
projects from the outset. Action 
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oriented research is called for so that 
the results are readily and rapidly 
applicable. Critical inquiry should be 
built in during training of manpower, 
which in itself will yield results. There 
is need for identifying appropriate 
research initiatives and research 
institutions, along with the need for a 
centralised co-ordination of funds so 
that duplication of efforts is avoided 
and cost-effectiveness is attempted. 


RESEARCH ON MANPOWER 


The WHO Expert Committee (1) 
observed that training of disabled 
people in self care and provision of 
therapy at home by family members 
or other lay persons supervised by 
professionals give similar physical and 
better psychological results than the 
provision of training and therapy 
directly by a professional in an 
institution. 

The District Rehabilitation Centre 
(DRC) Scheme of Government of India 
focussed on village rehabilitation 
workers (at the community level), 
rehabilitation assistants at the Primary 
Health Centre (PHC) level and 
therapists (at the District level) in its 
manpower structure. 


The manpower structure at the CBR 
projects supported by ACTIONAID 
India includes community 
rehabilitation volunteers (at the 
community level), community based 
rehabilitation workers (for a group of 
villages), sector co-ordinators 
(education, vocational training, group 
organisation and health and medical 
rehabilitation), area co-ordinators and 
project co-ordinators at the 
headquarters. Also, outreach rehabili- 
tation clinics by a group consisting of a 
physiotherapist,a clinical psychologist, 
a paediatrician and speech therapist 
support the work of each project. While 
identifying CBR programmes for 
support, ACTIONAID India gives 
priority to those with institutional back 
up and referral linkages. 


There is an increasing perception from 
some quarters of rehabilitation in India 
that ultimately multipurpose health 
workers of primary health centres 
need to take up rehabilitation work as 
well. Anganwadi workers of the 
Integrated Child Development Scheme 


(ICDS) in India and school teachers in 
Guyana have been involved in 
community based rehabilitation work 
with some success (12). 


The essence of CBR is that disabled 
people and their families become self 
reliant. In order to achieve this there 
is need for identifying, selecting, 
testing and deciding which is the most 
suitable manpower structure that is 
likely to affect change in the attitude 
and behaviour of the community in 
general and in disabled people and 
their families in particular. 


RESEARCH ON TRAINING 


The four National Institutes under 
the Ministry of Welfare, Government 
of India and a few attempts by the 
voluntary sector are the main 
resources for training manpower in 
community based rehabilitation. 
Facilities are available for training in 
physiotherapy, occupational therapy, 
special education, physical medicine 
and rehabilitation in some of the 
institutions. The existing facilities need 
expansion and much more training 
centres need to be established. There 
is need for research in the area of 
designing curriculum, its 
implementation and evaluation (for 
all categories of manpower). Training 
standards of Western countries should 
not be blindly followed in developing 
countries and more important, priority 
should be given to the inclusion of 
appropriate community based 
practices and standards. 


Existing training resources include the 
WHO training package for disabled 
people, local supervisors, school 
teachers, rehabilitation committees 
and families of disabled people (13), 
‘Disabled Village Children" (14), 
Manual of Community Based 
Rehabilitation (15), and the Manual 
for Village Rehabilitation Workers 
brought out by the Government of 
India under the DRC scheme (16) 
Workbook on Community Based 
Rehabilitation Services (17) brought 
Out by ACTIONAID and the 
Karnataka Welfare Association for the 
Blind. There is a necessity to adapt 
and test these training materials in 
the different geographical, population 
and cultural contexts. 


RESEARCH ON TECHNOLOGY 


As early as 1955, the International 
Labour Organisation recommended in 
its conference in Geneva, that the 
bodies responsible for medical 
treatment and vocational rehabilitation 
also ensure the provision of 
appropriate prosthetic apparatus for 
disabled people. The recommendation 
of 1983 re-emphasised the importance 
of technical aids by stressing the need 
to adopt tools, machinery and the 
working environment, elimination of 
barriers offering access, and 
facilitation of adequate means of 
transport by disabled people (18). _ 


Throughout most of the developing 
world, many technical aids for 
rehabilitation follow the Western 
prototypes. For many _ years, 
international voluntary organisations 
in the developed nations gave 
equipment to disabled people and 
rehabilitation centres in developing 
countries. However, most of this 
equipment was not transferable, due 
to the vastly different terrains in these 
countries, the high cost of materials, 
heavy maintenance required and the 
lack of repair facilities. The rejection 
rate of these technical aids in India is 
reportedly between 50 and 75 percent 
(18). 


Research is the priority area in 
development or adaptation of 
appropriate, acceptable and affordable 
technical aids for disabled people. 


RESEARCH ON INFORMATION 
SYSTEMS 


The need for developing appropriate 
data sytems in CBR projects is 
increasingly being expressed by the 
implementing agencies, including 
those supported by ACTIONAID. Of 
particular importance are the areas of 
identification, home based records of 
assessment and progress, and records 
at village level, CBR worker level and 
district level. Identification surveys, 
which can serve to form the primary 
data base, need to be made more 
uniform. Assessment and progress 
records also require to be uniform, so 
that over a period of time it may be 
possible to measure the outcome of 
interventions. 


"The Use of International Classification 
of Impairments, Disabilities and 
Handicaps in Rehabilitation" (19) 
suggests guidelines to obtain 
comparative data in rehabilitation at 
the international level and suggests a 
uniform data system for medical 
rehabilitation. 

The World Health Statistics Quarterly 
(20) discusses survey design strategies 
for the study of disability and 
disability screening questions. In India 
the validation of certain locally 
developed developmental scales are 
being tested (21), (22). 

The report of the Workshop on 
Monitoring and Evaluation organised 
by ACTIONAID-Kenya (23) suggests 
and discusses a detailed recording 
system for CBR programmes. 
Thorburn and Desai (24) in their study 
of low cost methods for rapid 
identification and assessment of 
childhood disability in Jamaica infer 
that the key informant method of 
identification is highly unsatisfactory 
and the TQ (Ten Questions) method 
is sensitive in identifying severe 
disabilities. The study attempts to 
validate screening tools as well. 


The 1981 census report (25) of the 
Directorate of Census Operations of 
the Government of India included 
aspects of disability. The survey 
manpower were teachers and good 
case definitions were evolved to 
identify severely disabled people. 


In 1991, using teachers as manpower, 
a systematic survey of disabled 
persons was undertaken in Karnataka 
State (26). Satisfactory case definitions 
were evolved to identify severely 
disabled people (with both physical 
and mental disabilities). The survey 
delineated the magnitude of the 
problem in different geographic areas. 
Age, sex, educational status, economic 
Status, need for aids and appliances 
were other correlates used for analysis. 
A pilot study was undertaken by the 
Ministry of Education, Government 
of Karnataka in 1989 (27). This study 
was unique in that it attempted to 
test the survey formats and to 
compare different manpower 
structures (rehabilitation workers vs 
anganwadi workers) for identification 
surveys. 


In the departments of Psychiatry in 
medical colleges and hospitals in India 
standard assessment formats are used 
for mentally disabled people. Likewise, 
various assessment formats are 
developed and used in National 
institutes. There is a great need to 
develop such formats for use in 
community based rehabilitation after 
adaptation. 


Apart from developing data systems, 
there is also need to disseminate 
information on these systems and on 
other research data that is generated. 


ACTIONAID’S STRATEGY FOR 
DOCUMENTATION, EVALUAT- 
ION AND RESEARCH 


The review in the previous sections 
indicates that there are attempts at a 
transition from institutional care of 
disabled people to community based 
rehabilitation and social integration. 
There is also need for research in 
many areas. Rehabilitation research 
needs to be closely linked to field 
realities so that results can be directly/ 
rapidly applied. The objective should 
be to provide an understanding of 
the possible options in general 
approaches and to encourage the 
realisation that research can be done 
in any working setting, including 
project settings. For many priority 
problems, valid scientific knowledge 
is available and the obvious need is to 
apply that knowledge within local, 
cultural and resource constraints. Little 
planning and money are allocated for 
documentation and research in most 
of the endeavours. The amounts put 
into research will be highly cost 
effective in improving the efficiency, 
effectiveness and equity of 
rehabilitation care over a period of 
time. 


Reflecting these issues ACTIONAID- 
India proposes the following strategy 
towards documentation, evaluation 
and research in community based 
rehabilitation in collaboration with its 
partner agencies and_ other 
organisations interested in this areca. 
This is a tentative plan which is under 
discussion, and is proposed to be 
undertaken in 3 phases as follows. 


ACTIONAID STRATEGY FOR DOCUMENTATION, EVALUATION AND RESEARCH IN 
COMMUNITY BASED REHABILITATION 


Phase Area 


1 i, Need assessment survey Develop primary data base Support undertaking 
PHASE OF need assessment survey 
INDUCTION ii. | Development of uniform Help monitoring and Support development 
system of recording, evaluation use, test the useful- 
toe indicators nese, attempt computeri 
sation of data 
iii. Develop uniform curriculum Improve standards of Undertake training on 
for training community based _ training select trainees by 
rehab workers select resource, 
develop trainin 
' manual . 
iv. Identify areas for action Improve service Literature search & 
oriented Research delivery appraisal of ACTIONAID 
projects 
v. _ Initiate setting up of To serve the purpose of Liaison with Libraries, 
documentation/ research information dissemination Institutes, Rehabili- 
centre tation centres (National 
and International) 
Il i. Use the primary data base Help monitoring, Update; infer from data 
update primary data base evaluation, supervision systems, use computers 
PHASE OF 
INTRO- ii, | Support research Improve service Financial/ technical 
SPECTION initiatives identified delivery support to research 
under (iv) in Phase I initiatives in 
projects/ Institutions 
iii, | Establish Training and * provide quality Support one of the 
Research centre in training for all institutions in India 
Rehabilitation to address kinds of personnel to grow into a 
issues of manpower training in CBR National /International 
appropriate technology and Institute 
research for all * foster quality research extend financial, 
disabilities on all facets of CBR technical and 
programmes (including administrative 
aids and appliances) support 
Ill i. Continue supporting Improve service Financial/ technical 
Research initiatives delivery support to research 
PHASE OF 
DIALOGUE AND 
DISCUSSION ii. Dissemination of To serve the purpose of Symposia, 
information information dissemination conferences, 
nationally /internationally with the ultimate objective workshops, 
of improving service deli- networking 
very in rehab. programmes. _ publications 


LEVEL OF INVOLVEMENT OF 
ACTIONAID-INDIA IN DIFFER- 
ENT PHASES AND DIFFERENT 
ASPECTS OF ITS STRATEGY. 


During the phase of Induction, 
ACTIONAID-India proposes to 
involve itself directly in developing 
uniform guidelines for curriculum 
development, in recording, 
documentation and_ evolving 
indicators of effectiveness, and in 
setting up of a documentation and 


research centre. It proposes to involve 
itself indirectly in the conduct of 
epidemiological surveys and need 
assessment surveys, through its 
project partners and others. 


During the phase of Introspection, 
ACTIONAID-India proposes to 
involve itself directly in establishing 
and supporting a Training and 
Research Centre in Rehabilitation to 
address issues of manpower training, 
appropriate technology and research 


for all disabilities. It proposes to 
involve itself indirectly in developing 
and updating data bases in disability 
projects, apart from supporting 
research initiatives. 

During the phase of Dialogue and 
Discussion, ACTIONAID-India 
proposes to form a strong network 
and involve itself directly in 
dissemination of information 
nationally and_ internationally. 
Indirectly and in a larger way 
ACTIONAID proposes to support 
seminars and workshops to foster 
information dissemination. 


CONCLUSION 


There are many attempts and 
innovations in the third world to 


support the transition from 
institutional care of disabled people 
towards community based 


rehabilitation and social integration. 
Research is mandatory to answer 
some of the questions during this 
transitional stage. 


Which is the appropriate and cost 
effective method of service delivery? 
Is it the institution based approach or 
the via media approach such as 
outreach activities and home based 
management or the CBR approach? 
What should be the manpower 
structure for such a method? What 
should be the curriculum for 
manpower training? Which are the 
appropriate aids and appliances? How 
can their manufacture, use, marketing 
and distribution be _ fostered 
appropriately? How should such a 
method of rehabilitation be planned, 
managed, supervised, monitored and 
evaluated? What are the indicators of 
effectiveness of interventions? What 
should be the recording system at 
village/sub-centre/PHC/ district 
levels? 


Rehabilitation research needs to be 
closely linked to field realities so that 
results can be directly/rapidly 
applied. It is also important that the 
information generated by the research 
endeavours be rapidly disseminated 
for the benefit of others in the field. 
The amount of money put into 
research will be highly cost effective 


in improving the efficiency, 
effectiveness and equity of 
rehabilitation care. 


Dr.S.Pruthvish, Programme Advisor-Disability 
Division. Dr. Maya Thomas, Director-Disability 
Division ACTIONAID, P.B. No. 5406, 3, Rest 
House Road, Bangalore-560 001, INDIA 
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IDENTIFICATION AND NEEDS ASSESSMENT OF BENEFICIAR 
COMMUNITY BASED REHABILITATION INITIATIVES aes 


INTRODUCTION 


ACTIONAID started a separate 
division in 1988 to deal with projects 
for disabled people and now supports 
over 40 projects for disabled persons 
all over India, through local non- 
Governmental organisations (NGOs). 
Locomotor, visual and communication 
disabilities and mental retardation are 
accorded priority for support, with 
emphasis on integrated, multisectoral 
programmes providing services in 
prevention, medical rehabilitation, 
education, vocational training and 
income generation, social rehabilitation 
and awareness building, all of which 
are geared towards the end goal of 
integration of disabled people into 
the mainstream of life in their 
communities. While coverage in terms 
of the number of community based 
rehabilitation (CBR) projects for 
disabled persons has been increasing 
in India, issues of documentation, 
evaluation and research on CBR 
programmes, are at an initial stage of 
development. 


The need for developing appropriate 
data systems in CBR projects is 
increasingly being expressed by the 
implementing agencies, including 
those supported by ACTIONAID. Of 
particular importance are the areas of 
identification, records of assessment 
and progress, and records at village 
level, CBR worker level and district 
level. Identification surveys, which can 
serve to form the primary data base, 
need to be made more uniform. 
Assessment and progress records also 
require to be uniform, so that over a 
period of time it will be possible to 
measure the outcome of interventions. 


As one of the initial steps in the phase 
of Induction in ACTIONAID’s 
strategy for documentation, evaluation 
and research in community based 
rehabilitation, it was endeavoured to 
undertake the development of formats 
for the conduct of Identification and 
Needs Assessment surveys in 
collaboration with our project 


partners. 
METHODOLOGY 


As an initial step, methods and 
instruments with respect to 
identification and needs assessment 
of beneficiaries currently available 
with ACTIONAID supported CBR 
projects, other similar projects and 
literature were reviewed. Five draft 
proformae namely Community Profile, 
Key Informant Survey, Door to Door 
Identification Survey, Needs 
Assessment Survey and Programme 
Evaluation Proformae were revised 
following discussions with all the staff 
of the Disability Division, the 
Computer Division of ACTIONAID- 
India and experts in the field. These 
revised proformae were field tested 
and validated in a pilot study in a 
newly initiated CBR project in the 
slums of Madras, TamilNadu. The 
proformae which were revised after 
the field testing were circulated to 
and reviewed by all the CBR project 
holders. A workshop with project 
partners to finalise the proformae was 
held subsequently. 

The workshop was intended to a) 
make a situation analysis of the 
documentation, evaluation and 
research facets in ACTIONAID 
supported CBR projects, b) review 
the draft proformae, c) use the draft 
proformae in selected households, d) 
discuss and develop standardised 
formats and e) make plans for the 
development of primary data base in 
the projects. 

The presumptions on which the 
workshop was based were as follows: 
* Identification and needs assessment 
are important areas of activity 

* Methods of data generation and 
analysis need to be made uniform for 
purposes of comparison. 

* There is need for developing 
documentation on a firmer footing 
from its present journalistic, 
impressionistic and subjective status. 


Day I of the workshop dealt with the 
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situation analysis of documentation, 
evaluation and research in community 
based rehabilitation initiatives, review 
of findings of the pilot study on 
indentification and needs assessment 
in Madras slums and planning for 
field work next day. 


During the first session, the project 
holders presented specific practices, 
initiatives and innovations in 
documentation in their projects, apart 
from the detailed profile and activities 
of their projects. It was found that 
some commonalities inspite of 
diversities exist in ACTIONAID-India 


_ supported CBR initiatives with respect 


to documentation. A variety of 
administrative records, step by step 
recording of the programme and 
various proformae for data generation 
were found in these CBR initiatives 
supported by ACTIONAID-India. It 
was agreed however, that there must 
be logic and reasoning for every item 
of data generated. The generated data 
had to be utilised effectively and there 
was need for maintaining brevity in 
data collection. 


The next session continued with 
presentation of highlights of the pilot 
study on “Identification and Needs 
Assessment of Beneficiaries in 
Community Based Rehabilitation” 
undertaken jointly by ACTIONAID- 
India and CORDI, Madras as part of 
field testing of the proformae. 

The lessons learnt from the study, 
which were highlighted at the 
workshop, were as follows: 

* only 50% of disabled persons were 
spotted by the door to door survey 
(27/53). 

* only 68% of disabled persons were 
spotted by Medico-Social workers (36/ 
53) by a door to door survey: 

* the key informant survey spotted 
negligible number of disabled persons. 
The door to door survey was Superior 
to the key informant survey: 

* the needs assessment survey format 
required further review and field 


testing. 

* the community profile and key 
informant survey proformae together 
required 120 minutes for collecting 
information from each slum. 


* the door to door survey proformae 
required 8-10 minutes per household 
for information collection. 


* the needs assessment proforma 
required 50 minutes to 1 hour for 
collecting information from each 
disabled beneficiary. 


* it was possible to enable local 
volunteers with SSLC/pre-university 
background to conduct the 
identification and preliminary needs 
assessment survey with appropriate 
training inputs. 

The field testing of the proformae by 
the participants commenced the next 
day at the VIKASA CBR project, an 
ACTIONAID partner. 


The VIKASA staff had selected and 
intimated villagers of ten villages 
about the objectives of the field visit. 
All the participants were divided into 
ten functional groups with each group 
helped by one staff of VIKASA CBR 
project for translation and 
interpretation (but not the conduct) of 
the interview. Each group had the 
task of conducting interviews with 
key informants using community 
profile and key informant survey 
formats, visiting a minimum of: 50 
households and using the door to 
door identification survey format and 
visiting at least two of the identified 
disabled beneficiaries and using the 
needs assessment proforma. 


The session on the third day focussed 
on issues related to sampling while 
conducting identification and needs 
assessment surveys, and on lessons 
learnt using the proformae in the field. 
The participants were introduced to 
the concept of sampling, 
determination of sample size, various 
scales, sampling and non-sampling 
errors. 

Subsequent to this, participants were 
divided into eight groups to 
consolidate their reflections on the 
field testing of the proformae, specially 
focussing on time taken for using each 


proforma, difficulties met with while 
collecting information, comments and 
suggestions on the variables of the 
proformae including additions, 
deletions, rearrangements, reframing, 
utility and so on. 

The group then presented their 
reflections on the proformae. The 
highlights of the presentations were: 


* The formats of community profile 
survey, key informant survey, door 
to door identification survey and 
needs assessment survey helped to 
make a thorough and comprehensive 
study of the population. 


* The key informant survey was useful 
only for rural settings and not for 
urban settings. 


* Formats of community profile survey 
needed to be separate for urban and 
rural settings. 


* If possible, information regarding 
community profile could be obtained 
using door to door identification 
survey formats incorporating 
necessary changes in the latter, 
especially in urban areas. Infact, a 
comprehensive socio-demographic 
bench mark would be ideal. 


* The proformae were organised in 
such a way that information from 
different areas like health, education, 
and general information could be 
collected from persons concerned 
easily. 

* The proformae needed to be codified 
and minor changes were required 
regarding spacing and positioning. 

* For rural areas, the community 
profile proforma and the key 
informant proforma needed to be 
combined. 


* For both rural areas and urban areas, 
there was need to combine the 
identification proforma and the needs 
assessment proforma.. 

* The proformae needed to be kept as 
brief as possible. 

* There was need to add a few 
elements, delete a few variables, 
modify a few variables, reframe 
certain questions and place the 
questions in a more logical sequence. 


There was some discussion on 
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inclusion of epilepsy as a disabling 
condition. It was agreed that while 
selecting’ disabling conditions for 
intervention, magnitude of the 
problem and whether intervention 
could help the disabled person were 
to be considered. 


The discussion also focussed on “Who 
is a key informant ?” The group 
observed that key informants could 
be formal/non-formal leaders eg. 
police patel (village headman), drum 
beater of the village, traditional dai 


etc. 


The participants agreed that there was 
need for awareness programmes in 
the communities before any survey 
work was initiated. 


It was felt that there was need for 
standardisation of proformae and 
methods of conduct of identification 
and needs assessment surveys. The 
proformae required to be translated 
into local languages and development 
of operational guidelines and 
operational case definitions would be 
supportive endeavours. Training of 
survey personnel in systematic data 
generation, data handling and 
cleansing and analysis of data was a 
necessary pre-requisite. 


The last session on the fourth day 
focussed on preparation of action 
plans. It was mutually agreed that 


1) Comments and suggestions made 
by the participants regarding 
various proformae would be taken 
into account to revise the 
proformae. | 


2) Operational guidelines and 
operational case definitions would. 
be also developed. 


3) A core group of trainers would be 
trained (one from each project) 
who would then train other staff 
in the project for the conduct of 
the survey. 


4) ACTIONAID would continue all 
these endeavours as a joint effort 
with project partners. 


Subsequent to the workshop, the 
proformae were revised according to 
the workshop recommendations and 
discussed with the project holders. 
The outcome was the development of 


aT 


three proformae, namely: 


Proforma 1 - For community profile 
of urban slums 


Proforma 2 - For community profile 
of villages/tribal areas 


Proforma 3 - For door to door 
identification of beneficiaries 


Appendix to 3 - For preliminary needs 
assessment by CBR personnel 
Methods of data generation and 
analysis, and operational guidelines 
were also developed to bring about 
uniformity in planning of the survey. 
By pooling information from various 
sources, support material for training 
personnel for the conduct of the 
survey was developed as a guide for 
trainers. 


The proformae and operational 
guidelines were reviewed with project 
holders and finalised. A one day 
training of trainers was conducted to 
review the proformae and operational 
guidelines, and to prepare action plans 
to establish the primary data base at 
each project, taking into account the 
available personnel for the survey, 
time frames and populations of slums 
and villages catered to. 


All the community based rehabilitation 
projects supported by ACTIONAID- 
India are now in the process of 
creating the primary data base on 
disability in their areas by the middle 
of 1993. 


Dr. S. Pruthvish 
Programme Advisor 
Disability Division 
ACTIONAID - India 
P.B.No. 5406, No. 3, Rest House Road 
Bangalore-560 001 


Dr. Maya Thomas 
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IDENTIFICATION AND NEEDS ASSESSMENT OF BENEFICIARIES 
IN COMMUNITY BASED REHABILITATION INITIATIVES 


The formulation of an effective 
Community Based Rehabilitation 
(CBR) Programme begins with 
defining the magnitude of the problem 
of disability in the community. 
Although costly and time consuming, 
identification surveys are much 
cheaper than intervention itself. The 
survey may suggest that the problem 
is far less than originally anticipated, 
and may also suggest how 
rehabilitation activities (medical and 
surgical treatment, physiotherapy, 
speech therapy, occupational 
therapy,vocational training, education, 
job placement, maintenance allowance, 
other social security measures, 
recreation, leisure activities) can be 
planned. 


Also, the survey may identify the 
types of disabilities and those peculiar 
to the geographical setting (urban/ 
rural/tribal etc). 


A systematic and comprehensive 
preliminary investigation should 
preferably include the following: 


1) Awareness programmes in the 
community using locally familiar / 
popular media and audio-visual 
presentations to create awareness 
among the people of the proposed 
interviews and surveys. Various 
aspects of disability may be 
covered in these programmes using 
hand bills, video films, posters etc. 
Local organisations such as schools, 
health centres and so on should 
also be involved. It is important 
to assure local people that services 
would be linked with the survey. 
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Collection of information from 
census reports (of the villages/ 
slums/tribes). Contacting officials 
of the departments of Economics 
and Statistics, Social Welfare, 
Development and Panchayathraj, 
Disabled Welfare and other non- 


OPERATIONAL GUIDELINES 


Governmental organisations 
(NGOs) working in the area will 
be an additional help. 


Interviews, following a structured 
questionnaire conducted with those 
individuals likely to be aware of 
the problem e.g. formal and 
informal leaders, local functionaries 
of education, health, panchayath 
etc. traditional dais, elderbhy 
members of the community, 
Anganawadi and Balawadi (pre- 
school) workers, members of the 
Mahila Mandals (womens’ groups) 
and youth organisations, 
rehabilitation centres and special 
schools (if any). 
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Identification (prevalence) surveys 
determine the number of 
individuals in the sample (or the 
whole population surveyed)..with 
a particular impairment, disability 
or handicap at that point of time. 
When this sample represents the 
population under consideration, 
the prevalence rates within the 
sample represent those within the 
population as well. 


Surveys involving assessment (at 
least preliminary assessment) 
components are the most efficient 
and definitive (unbiased) means 
of: 
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Establishing the nature, magnitude 
and geographical distribution of 
different disabilities. 


Z 


-— 


Determining whether it manifests 
itself as a significant public health 
problem. 
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Selecting suitable strategies for 
intervention. 
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Providing a baseline for evaluating 
the effectiveness of future 
intervention programmes. 
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A survey of the entire population in 
the chosen target area will give a 
more accurate result. 


Proforma 1 is to be used in the urban 
setting, while Proforma 2 is to be 
used in the rural setting. Proforma 3 


and Appendix to 3 are for use in any 


setting. 


PERSONNEL AND FIELD 
LEVEL ACTIVITIES 


Keeping in mind the educational and 
experience profile of the CBR workers, 
it is advisable to plan for gradation of 
severity of disability after detailed 
assessment by resource personnel 
(doctor, physiotherapist, occupational 
therapist, special educator) on 
completion of the survey. 


The total population, covering both 
sexes and all age groups is to be 
included for the survey. 


Anganawadi workers, health workers, 
local youth and student volunteers 
(and others) may also be involved 
after being trained. It is essential that 
the personnel who do the preliminary 
needs assessment (Appendix to 3) 
should deliver the services. With 
adequate training, CBR personnel with 
high school / _ pre-university 
background should be able to collect 
primary data. 


The Co-ordinator of the project and 
other supervisory staff who are trained 
in research/survey methods (as part 
of their course in Master of Social 
work/ Master of Sociology) are to be 
involved in designing, supervising, 
analysing and preparation of the write 
up. Services of a statistician if 
available, may be utilised. 


Training of survey personnel is of 
utmost importance. It is advisable that 
personnel involved in the survey 
undergo a three day orientation 


package as suggested below: 


METHOD 


Lecture followed by 
discussion 


DAY TIME CONTENT 
9 am to 4pm a) What does impairment, disability 
and handicap mean? 
b) Causes and types of disabilities 
c) Possible interventions for 
different types of disabilities 
d)’ Standard case definitions/case 
explanations 
e) Proformae 
2 9am to 4 pm Each CBR worker and co-ordinator 


visits at least one community and 


Pilot survey in 
the project 


area, completes proformae 1/2, visits 
at least 50 households and fills up 
proforma 3, completes needs 
assessment of at least 10 disabled 


beneficiaries 


3 9am to 4 pm 


Provide clarifications; prepare action 


Discussions 


plan for the project area in consultation 
with the enumerators and 


supervisors 


Sur 


It requires 2-3 hours to fill up 
Proformae 1 and 2 in each slum/ 
village. Proforma 3 requires 8-10 
minutes per household and Appendix 
to 3 requires 30-40 minutes per 
disabled person. Field activities need 
to be planned keeping in mind the 
following: 


1. Number of slums/villages/tribal 
colonies in the project area with a 
breakdown of the number of 
households in each of them. 


2. Geographical terrain and distance 
between the villages /tribal colonies/ 
slums, and the project headquarters. 


3. Transport facilities available. 


4. Number of personnel available for 
conduct of the survey and their 
training. 


Field practice can begin slowly, with 
one enumerator interviewing a family 
whilst the other observes. This is one 
way of overcoming reticence and 
learning from one another’s mistakes. 
As their confidence and skill levels 
increase, the staff can interview 
families on their own, under 
supervision of the survey co-ordinator. 


Enumerators need to visit each house 
in the cluster and keep a careful record 


of those that are unoccupied, do not 
have disabled persons, or have 
disabled persons who are not present 
at that time or where parents refuse 
to co-operate. Such data are important 
in evaluating results for bias. If large 
numbers of families with disabled 
persons are away in the fields or refuse 
to co-operate, it is reasonable to 
surmise that their characteristics and 
risk of disability might be different 
from those of families that were 
interviewed. 


If the houses are found locked, repeat 
visits should be made either early in 
the morning or late in the evening 
(depending on the occupation of the 
local people). Information can be 
collected from neighbours if repeat 
visits also fail. 


After completing Proforma 3 covering 
all households, the enumerator can 
later assemble them at a central point. 


Uniform case definitions are to be 
used by all the enumerators. 


If cases of leprosy are identified, they 
should be referred to a nearby 
Government health facility. Cured/ 
arrested cases of leprosy with physical 
deformities may be referred for 
rehabilitation on a case by case basis 
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as the project deems fit. 


If persons with epilepsy are identified, 
they should be referred to a nearby 
Government health facility for 
treatment. Disabilities that might have 
resulted from untreated epilepsy may 
also be considered for rehabilitation. 


The supervisors must check the 
accuracy of the enumerators by 
reinterviewing at least 10% of 
households, checking the needs 
assessment of all disabled beneficiaries 
and participating in the analysis of 
data. All forms should be reviewed 
at least twice for legibility, accuracy 
and completion before entry into the 
computer (if available). Computer 
entry should be checked by special 
edit programmes. Interview 
techniques should be standardised, 
and poor quality unenthusiastic 
workers must be replaced. 


It is advisable to devote one day a 
week for data entry into mastercharts 
so that data collection and compilation 
end almost simultaneously. 


ANALYSIS OF DATA: 
Proforma 1 and 2: 


A summary report must be prepared 
for each slum/village and a 
consolidated report compiled 
therefrom. The report should 
specifically touch upon: 


1) Facilities of health, formal, informal 
and special education, vocational 
training, job placement/self 
employment that are locally 
available. 


2) Other organisations (Government 
and NGO) working in the area 
with whom collaboration is 
possible. 


3) Leaders who could be involved to 
generate community involvement 
and participation in CBR work. 


4) Approximate number of disabled 
beneficiaries. 


Proforma 3 


Information collected in the first five 


pages and last two pages of Proforma 
3 (and its appendix) is to be analysed 
using the following output tables: 


1) 


2) 


3) 


+ 


5) 


6) 


7) 


Age and sex distribution of the 
whole population and disabled 
beneficiaries (disability wise) for 
the unit population (village/ 
slum/tribe) and for the whole 
project area. 


Religion distribution for the unit 
population and total population. 


Caste/ethnic group distribution 
of the unit population and total 
population. 


Nature of occupation for the unit 
population and total population. 


Distribution of population 
according to certain material 
assets. 


Consolidated list of beneficiaries 
according to disability, for the 
unit population and for the whole 
project area. 


Results of preliminary needs 
assessment according to disability, 
for the unit population and _ the 
whole project area. 


The primary aim of using Proforma 3 
is to identify disabled beneficiaries 
and to make a preliminary needs 
assessment. It is then intended to 


make correlations 
information collected. 


with other 
The output 


tables referred to, help in analysis. 
These are the minimal output tables 
from each project and depending on 
availability of local resources, 
manpower and computers, other 
information collected in the Appendix 
to 3 can also be analysed and 
presented as part of the report. Some 
of the information collected in the 
proformae may not be relevant for 
immediate use, but might be required 
at a later date. 


INTERVENTIONS: 


Undertaking identification and 
preliminary needs assessment survey 
ultimately helps project partners in 
making a Community Diagnosis of 


the problem of disability. Once this is 
complete, intervention needs to be 
planned in consultation with the 
project Co-ordinator and experts for 
each disabled person identified. A 
Community Diagnosis helps in proper 
budgetary expenditure and makes 
the best use of available resources. 
The first step towards intervention 
will be the detailed assessment of 
individual beneficiaries. 


During the identification survey one 
might identify cases of epilepsy and 
perhaps also witness an attack. In 
such an event, the following tips will 
be helpful: AN 


If the person falls down, let the fit run 
its course. 


Be calm and advise the others nearby 
not to be frightened. 


It is not necessary to move the person 
unless he is in the way of traffic or 
close to fire or water. 


Fold a cloth and put it under the 
person’s head. 


Loosen any tight clothing. 


When the unusual movements have 
stopped, turn the person on to his 
side so that the tongue falls forward. 
Any saliva that is collected will flow 


PROFORMA 1 
PROFORMA 2 


Q.No. 5(1&2) 


out of his mouth, making it easier for 
the person to breathe. 


Stay with the person for sometime 
after the fit is over and comfort him. 
You may have to explain to him what 
has happened since at times he may 
not be aware that he has had a fit. He 
will be tired and may sleep for 
sometime. 

The person should then be referred to 
a Government facility for initiating 
treatment. 


GUIDELINES FOR 


TRANSLATION OF 
PROFORMAE: 


All questions should be phrased in 
the basic working language of the 
field team, as well as any local 
languages or dialects likely to be 
encountered. 


Translated Proformae are to be pre- 
tested on a small sample of 
households and then finalised. 
Ambiguous questions can then be 
changed. 


The following points are to be kept in 
mind while briefing the survey 
personnel and translating the 
proformae. 


One proforma for each of the urban slums 
One proforma for each of the villages/tribal colonies 


People interviewed can be 4 to 8 members and it is 


preferable to include one or two women. 


Q.No. 
Q.Nos.12(1);13(2) 


7(1) 


Q.Nos.17(1); 18(2) 


Refers to the extension in which the slum is situated. 
Population details collected may be approximate ones. 


a) To explore possibilities of referral support for medical / 


surgical rehabilitation. 


b) To understand local practices and help referral of 
disabled person during illness. 


Q.Nos.18(1); 
19(2) 
programmes. 


Q.Nos.19 to 29(1) 
20 to 34 (2) 
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To develop liaison with referral centres for future 
collaboration in disability prevention and rehabilitation 


To make an assessment of the standard of living in the 
slum/village and available modes of transport. 


Q.Nos.34,35 (1) 


39, 40 (2) 


Q.Nos.36 (1) 
41 (2) 


Q.Nos.37 (1) 
42 (2) 


Q.Nos.38 (1) 
43 (2) 


Q.Nos.39 (1) 
44 (2) 


Q.Nos.40 (1) 
45 (2) 


Q.Nos.41 (1) 
47 (2) 


Q.Nos.42 (1) 
48 (2) 


Q.Nos.43 (1) 
49 (2) 


To explore possibilities for vocational training. 


To understand the pressing need of the community and 
to plan in making welfare of disabled persons a felt need. 


To involve the community in different facets of CBR 
interventions. 


’ 
To understand and avoid duplication of efforts, to facilitate 
collaboration in various facets of disability related activities. 


To understand and facilitate identification of community 
resources available for vocational training/job placement 
and self employment. 


To get an idea of the magnitude of disability in the slum/ 
village. 


To understand the current status of intervention for 
disability in the community. 


To determine the expectations of the community, to make 
the community understand the limitations of the 
organisation and to guide the community. 


To identify and explore community resources for CBR 
activities. 


Often, with the key informants, it may be possible to get an idea of the 
magnitude of the problem before planning formal identification of beneficiaries. 
This also helps to involve the community in the process. In some situations, 
a key informant survey can be a substitute for a door to door identification 
survey in rural settings. 


PROFORMA - 3 (One proforma for each household) 


Q.No.17 (V) 


Q.No. 18 
Q.No. 25 


Q.No. 46 
Q.No.54 


Q.No.56 


Q.No.57 


To enquire whether persons with locomotor disability using 
wheelchairs or aids and appliances can move freely in the home 
environment without physical barriers. 


Information collected will be approximate. 


It will be difficult to record height (total length of the body) in 
the case of severe locomotor disabilities. In such a situation, 
height may be left unrecorded. 


To understand hardship because of disability. 


To comprehend social factors in the family having a bearing on 
interventions for the disabled person. Inferences will have to be 
derived later by indirect questions, observation and analysis. 


To study aptitude for vocational training /job placement/ self 
employment for disabled persons. 


To facilitate initial assessment and planning a time schedule of 
activities. 
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A secondary school teacher conversant 
in the local language should be 
identified to review translation work 
or to undertake translation work of 


the Proformae. 


It is important to 


ensure “meaningful” translation rather 
than just transliteration. 


References: 


: 


Sommer A. “Field guide to the 
detection and _ control of 
xerophthalmia” WHO, Geneva, 
1982. 


Pruthvish S. and Thomas M. 
“Identification and Needs 
Assessment of Beneficiaries in 
Community Based Rehabilitation 
Initiatives” ACTIONAID 
Disability News. Vol 4, No.1, 1993. 


prema ites f PROFORMA 1 


COMMUNITY PROFILE SURVEY 


Aue OF THE PACES Loma ate 


STATE: 


(One Proforma for each slum) 


1. Date of survey ———_________ 3.._ Interview started at 


2. Name ofthe interviewers _____-_ 4.._ Interview concluded at — 


Educational | Occupation 
status 


5. People interviewed: 


Designation/ 
Status/ 
Informality of 
leadership 


6. Name of the slum 7. Area in the city 


G. N@MEe OF he DIOCK 2 a 9. Municipal ward No. 


10. City 


11. Distance of the slum from the project post 
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12. Total Population : (a) Males 


(b) Females 
(c) Total 
13. Religionwise break-up of the ulation: 
(as percentage of total population) ao eee ROSTERS 
(a) Hindu (a) 
(b) Muslim 
(c) Christian ———__________—__- (b) 
(d) Sikh ————____________—. 
(e) Others (c) 


15. Availability of public or private transport from slum to the project post: 


Mode of transport 


—— 
<< 
as 
a 


Available 
mode of 
transport 


Distance from 
the slum 


Availability 
Yes/No 


Name of educational 
facility 


(a) Anganawadi 


(c) Adult education 
centres 


(d) Primary School — 


Name of educational Availability Distance from Govt./private Available 
facility Yes/No the slum body mode of transport 
ee ES 


(h) Technical Institutes 
(i) Special Schools 
(j) Others, (specify) 


17. Details of Health Facilities: 


Details of Health Facilities Availability Distance from Available mode 
Yes/No the slums of transport 
(a) Services of health worker from 
the corporation 


(d) Private Hospital/Nursing 
Home 

(e) Civil Hospital/Gen. Hospital 

(f) 


Private Practitioners How many Available Average 
are mode of cost per 
available ? transport visit 


to reach them 


(vi) Others (specify) 


(a) Health Inspector of the 
Corporation 
b) Postman/Post master 
) 


( 
(c) Personnel from Slum 
Improvement Board 


Available 
Yes/No 


19. 


21. 


22. 


23. 


24. 


25. 


26. 


ef. 


Details of drinking water facilities: 


Availability of street lights in the slum 

Availability of all weather roads 

Type of drainage facilities - pucca drain 
- open drain 
- cesspool 

Availability of public lavatory 

No. of houses with TV sets/antenna: 

No. of houses with radio/tape recorder: 

No. of houses with electricity: 


Main source of fuel used for cooking: 


a. Gas connection 


b. Fire wood 


c. Kerosene 


d. Others 


No. of houses with cycles ————____ 


No. of houses with two wheelers 


20. 
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How many in 


Percentage of 
homes with this 


30. No. of community halls __$/__S_ SS 
31. No. of temples ———____ 
32. No. of churches —————_______—__________ 
33. No. of mosques ————____————————————— 


34. Major occupation/s of the people of the slum 


35. Other occupations 


4. 
3: 


36. What is the most pressing need of the population in the slum? 


37. List the names of the leaders/municipal council members/past council members, other formal and 
informal leaders in the slums: 


NAME DESIGNATION 
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38. List the names of the non-Governmental organisations/formal and non-formal groups in the slum: 


Nature of Contact person 
activity/ 
activities 


39. ‘Tick the existing facilities in the slum (or nearby) which have potential for vocational training. 


a)  Beedi rolling .3 
b) Agarbathi (incense stick) making (~*) 
Cc) Making baskets, mats | 
d) Making papads/condiments ba id 
e) Tailoring i» 
f) Construction work C4 
g) Power looms tory 
h) Handlooms tne) 
i) Printing a) 
) Fruit vending/vegetable vending oS 
k) Dairy ( ) 
l) Poultry tC) 
m)  T.V. repair/radio repair tL a 
n) Others (specify) iwi 


40. If possible, please collect the following information: 


(a) Does anybody in your slum have difficulty 


tosee _ (visual impairment) Yes/No 
toread (visual impairment) Yes/No 
tohear (speech and hearing disabilities) Yes/No 
totalkk | (speech and hearing disabilities) Yes/No 
to stand (locomotor disabilities) Yes/No 
to walk (locomotor disabilities) Yes/No 
tokneel (locomotor disabilities) Yes/No 
21 


(b) Does anybody in your slum have 


history of fits (epilepsy) Yes/No 
history of strange behavior (mental illness) Yes/No 
(c) Does anybody in your slum have 
inability to understand what they 
see/here/touch/smellAaste (mental retardation) Yes/No 
and/or 
responds slowly to what others 
say and to what happens in their surroundings (mental retardation) Yes/No 
Sw 
(d) Does anybody in your slum have Hansen's disease (Leprosy) Yes/No 
(e) Any other persons with problems related to 
disability not listed above Yes/No 


41. If you know of persons with disability in the slum, tick the activities that have taken place/are taking 
place for their welfare. (The interviewer should explain the following items to the persons being 
interviewed in order to elicit the appropriate information). 


1) Identification of disabled persons (tee) 
2) Assessment of disabled persons poo 
3)  Medical/surgical treatment | ee 
4) Physiotherapy cae 
5) Speech therapy ee) 
6) Vocational training ee 
7) Job placement ee 
8) Admission to normal or special schools | Seen 
9) Use of aids and appliances RUF 
10) Others (specify) i aa 
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42. With respect to welfare of disabled persons, what does the community expect from the 
organisation? 


43. What services can the community extend to support the organisation in delivering services ? 


44. Remarks of the Interviewers: 
(This can include what the interviewer observed of the attitudes of persons being interviewed) 


ES 


45. Signature of Interviewers 
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Disability Division PROFORMA 2 
ACTIONAID-INDIA 


COMMUNITY PROFILE SURVEY 


sic OF Te Prowse? | 


STATE: 


(One Proforma for each village) 


1. Date of survey ——______________ ._ Interview started att 


2. Name of the interviewers _____--_ 4..__ Interview concluded at 


5. Key Informants interviewed: 


Educational 
status 


OO, A a 


9. Name of the panchayath 10. Taluk 


Designation/ 
Status/ 
Informality of 
leadership 


| village from the project post 
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13. Total Population : (a) Males 


(b) Females 
(c) Total 
14. Religionwise break-up of the population: 
(as percentage of total population) *y atighey ete mass 
(a) Hindu (a) 
(b) Muslim 
(c) Christian ———_______ (b) 
tl EE a 
(e) Others (c) 


16. Availability of public or private transport 
from village to the project post: 


Availability 
Yes / No 


Available 
mode of 
transport 


Distance from 
the village 


Name of educational Availability 


facility 


— 
a 
es a 
a 
jor sennsoer | 


(h) Technical Institutes 


(i) Special Schools 


i a 


18. Details of Health Facilities: 


Available mode of 
transport 


Distance from the 
village 


Availability 
Yes/No 


Details of Health Facilities 


(a) Sub-centre (with services of 
health worker) 


(b) Primary Health Centre 


(c) Private Hospital / Nursing 
Home 


(d) District Hospital 


(e) Private Practitioners How many Available mode Average 
are of transport cost per 
available to reach them 


(i) Modern medicine 


bie: 

a 

a 

a 

ee 
mieeaeee 


(vi) Others (specify) 


19. Availability of services of the following functionaries: 


(a) Traditional birth attendant 
(6b) Village Health Worker 


Available 
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21. 


22. 


23. 


(h) Others (specify) 


Availability of street lights in the village 


Availability of motorable/all weather roads 


Type of drainage facilities (a) 
(b) 
(c) 


No. of cinema tents/theatres: 


_ No. of houses with TV sets/antenna: 


No. of houses with radios: 


_ No. of electrified homes: 


Main source of fuel used for cooking: 
a. Gas connection 


b. Fire wood 


Available 


Yes/No 
Yes/No 
Pucca drain Yes/No 
Open drain Yes/No 
Cesspool Yes/No 


Percentage of homes with this 
——————————————————————— 
ae 
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38. 


39. 


40. 


No. 
No. 
No. 
No. 
No. 
No. 
No. 
No. 


Major occupation/s of the people of the village: 


Kerosene 


Others (specify) 


. of houses with cycles 


. of houses with bullock carts 


of houses with two wheelers 
of houses with tractors 

of houses with four wheelers 
of houses with tillers 

of community halls 

of temples 

of churches 


of mosques 


Other occupations: 
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Percentage of homes with this 


oh 


~ 


os 


—_ 


Nm 


oo 


> 


on 


41. What is the most pressing need of the population in the community? 


42. rh ~ names of panchayath members/past panchayath members, other formal and informal leaders in 
e village: 


Nature of activity/ 
activities 


29 


44. Tick the existing facilities in the village which have potential for vocational training: 


45. 


(b) 


(c) 


(d) 


Tailoring 

Beedi rolling 

Agarbathi (incense sticks) making 
Making baskets/mats 
Sericulture 

Dairy 

Poultry 

Fisheries 

Pottery 

Brick making 

Making papads/condiments 
Rope making 

Construction work 

Toy making 

Handlooms 

Power looms 

Printing 

Cow herding 

Flower vending 

Fruit vending/vegetable vending 
Farming 

Others (specify) 


Does anybody in your village have difficulty: 


tosee (visual impairment) 

toread (visual impariment) 

to hear (speech and hearing disabilities) 
totalk (speech and hearing disabilities) 
to stand (locomotor disabilities) 

to walk (locomotor disabilities) 

to kneel (locomotor disabilities) 


Does anybody in your village have: 


history of fits (epilepsy) 
history of strange behaviour (mental illness) 


Does anybody in your village have: 


inability to understand what they 


see, hear, touch, smell or taste (mental retardation) 


and/or 


responds slowly to what others say 


i tt i i tl tl 


Yes/No 
Yes/No 
Yes/No 
Yes/No 
Yes/No 
Yes/No 
Yes/No 


Yes/No 
Yes/No 


Yes/No 


Yes/No 


and to what happens in their surroundings (mental retardation) 


Does anybody in your slum have Hansen's disease 


(Leprosy) 
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Yes/No 


Any other persons with problems related 


to disability not listed above? 


(e) 


Yes/No 


If yes to any of the previous questions, please enter details in the following table: 


(NPY }1) 
snjels 
jee 


SNOSUAd G318VSI0 40 S1iVL3G0 


Ayjiqesig 
jo edAy 


47. \f you know of persons with disability 
in the village, tick the activities that have k 
taken place/are taking place for their welfare. 


(The interviewer should explain the following items to the key informants in order to elicit the appropriate 


information). 
1) Identification of disabled persons 63 
2) Assessment of disabled persons C4 
3) Medical/surgical treatment bot 
4) Physiotherapy 6:3 
5) Speech therapy ft 2% 
6) Vocational training f°) 
7) Job placement ‘ae 
8) Admission to normal or special schools a 
9) Use of aids and appliances ae 
10) Others (specify) ae | 


48. With respect to welfare of disabled persons, what does the community expect from the organisation? 


49. What services can the community extend to support the organisation in delivering services? 
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50. a empon of the Interviewers: 
is can include what the interviewer ob 
served of the attitudes of 
persons being interviewed) 


——— 
————— 


51. Signature of interviewers 
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Disability Division PROFORMA 3 


ACTIONAID-INDIA 


IDENTIFICATION AND 
NEEDS ASSESSMENT OF DISABLED PERSONS 


(One Proforma for each household) 


SI. No. of the Household 


STATE: 


1. Name of the Project: 

OT 
‘NS 

2. Name of the Village/Slum: 


nnn ee cetE an UE nS NS SSSnISSENENE 


3. Name of the Hobli/Municipal ward/Mandal/Panchayath: 


I ___ 


4. Address/Landmark of the 


house: ———_____—————————————————————— 
ie ve 
sm 


5. Name of the City/District: 


EN UE Nae 


6. Date of registration 
and initial assessment: 


a 


7. Name of the CBR worker: 


8. Name of the Area Co-ordinator: 


9. Names of the Interviewers: 


10. Name of the respondent: 


Name of the disabled persons Age Sex 


11. Relationship of the respondent 
to the disabled person: 


Ajiwey oy) JO peay 
jeuoneonp3 ay) 0} diysuonejay 


3Wsd0O"d ATINVA “Ch 


ployesnoy ey 
ul SUOSJ6d BU] JO SOWEN 
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13. Total family size: 14. Total Income of the family per month Rs. —————— 


(a) Males: _————___—__—___ ; 

(b) Females: —————__ 

(c) Oa 
15. Nature of family: nuclear/joint/three generation 
16. Religion: Hindu/Muslim/Christian/Sikh/others (specify) —————_________——— 
17. Nature of the house in which the family lives: 

(i) | Own/rented/leased/others 

(ii) | Walls - pucca/pucca kutcha/kutcha 

(iii) Roof - tiled/terraced/made of straw 

(iv) No. of living rooms 


(v) Inthe case of persons with locomotor disability, access to 


i) the house Yes/No 
ii) the bathroom Yes/No 
iii) the toilet Yes/No 


18. Material assets: 


2a 
[owes 
tai 
Seed |) LL) 

Cr 


(e) Pigs 


VI Saale 
(g) Other farm 
animals, 


(h) TV 


(i) Radio 


(j) Two wheeler 
(k) Bullock cart 


(m) Four wheeler 


(o) Others (specify) 


19. (a) 


(b) 


(c) 


(d) 


(e) 


Does anybody in your house have difficulty 


tosee (visual impairment) Yes/No 
toread (visual impairment) Yes/No 
to hear (speech and hearing disabilities) Yes/No 
totalk (speech and hearing disabilities) Yes/No 
to stand (locomotor disabilities) Yes/No 
to walk (locomotor disabilities) Yes/No 
to kneel (locomotor disabilities) Yes/No 


Does anybody in your house have: 


history of fits (epilepsy) Yes/No 
history of strange behaviour (mental illness) Yes/No 


Does anybody in your house have: 


inability to understand what they Yes/No 
see, hear, touch, smell or taste (mental retardation) 

and/or 

responds slowly to what others say Yes/No 
and to what happens in their surroundings (mental retardation) 
Does anybody in your house have Hansen's disease Yes/No 
(Leprosy) 


Any other problems related to disability not listed above Yes/No 


If yes, details —— 
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20. Do the disabled persons identified have more than one disability? Yes/No 


21. 


If yes, details _______________—— 


lf the family has children under 5 years, the interviewer should specifically ask each mother the following 


ten questions: 


1‘; 


2. 


3. 


4 


Compared with other children, did the child have any serious delay in sitting, standing or walking? 


Does the child speak at all? 


Can the child make himself understood in words; can he say recognisable words? 
‘s 


Does the child have difficulty in seeing? 
Does the child have any difficulty in hearing? 


When you ask the child to do something, does he seem to understand what you are saying? 


Does the child have any weakness and/or stiffness in the limbs and/or difficulty in walking or 
moving his arms? 


Has the child often had fits, become rigid or lost consciousness in the last six months? 
Has the child had any other serious accident or illness? 


Compared with other children of his/her age, does the child appear in any way backward, slow or 
dull? 


Name of the child If ‘Yes’ is the response to questions 
1, 4, 5, 7 to 10; and 'No' to questions 
2, 3 and 6 details of problems identified. 
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air 


_—————— 
22. Signature of Interviewers 


Disability Division 
ACTIONAID-INDIA 


APPENDIX TO 3. 


Name of the disabled person: 
Age: Sex: 


23. Who in the family is directly taking care of the disabled person? 


24. Description of the disability in the disabled person: 


(a) Type of disability or disabilities (b) Age at onset ————_—_—_—"—_- 


(c) Duration of 


| || amen SS ae ae 


26. Weight 


25. Height 


27. Does the child or adult look Yes/No 
malnourished? 


28. Immunisation Status: 


ee ee 
ee 
— ss oe 
a 
a ECC ies Se 
oo 
— 
iad 
— 
La 
mean ie 


Diptheria and Tetanus Toxoids (DT) 


29. Any history of consanguinity in the family? Yes/no 


If yes, details 


40 


30. Any history of past illness ? 


(a) Measles ( ) 
(b) Whooping cough () 
(c) Chicken pox (i) Brain fever ( ) 
ee 
( ) 


(9 (g) Poliomyelitis 
bed 
- 

(d) Hansen's Disease (” (j) Ear discharge 
( 
hod 


(h) Injuries 


(e) Tuberculosis (k) Night blindness 


(f) Convulsions 


If yes to any of the above, give details 


31. History of major milestones of development (if a child) 
The interviewer should check with the care giver about the development achieved by the child on 
each of the following items and enter the same in the column below 


Child's Progress Normal development Development achieved 
(Age range) by the child 


; Talks in 2-3 word 
sentences 16-30 months 


SS a 


— 
a 
~ 
¢2) 
= 
Oo 
—s 
? 
Ny) 
oO 
S 
fe) 
3 
Comal 
= 
2) 


Fits/physical disability 


4] 


32. 
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34. 


35. 
36. 


37. 


38. 


39. 


40. 


41. 


Place of delivery of the child 


Personnel who conducted the delivery: 


Home ( ) 
Hospital ( ) 
Others (specify) 


(c) Family Member 


(a) Trained Dai ( ) (b) Untrained Dai ( ) 
(d) Neighbour 

(e) Health worker ( ) (f) Doctor hod 

Was it a full term baby 3 Yes/No 

premature baby Yes/No 

Did the baby cry immediately after birth? Yes/No 

Was the baby blue at birth? Yes/No 

Nature of intervention (if history is available) at the time of delivery 

Normal delivery Yes/No 

Forceps Yes/No 

Cesarean section Yes/No 

Oxytocin drip Yes/No 

Others (specify) 

Birth weight of the baby 

(If available) 


Describe in detail events immediately preceding the onset 
of disability 


From the time that disability was identified, do you think it is 


increasing?/decreasing?/remaining the same? 


Does the disabled person have any other prolonged sickiness? 


If yes, details 


Does any other person in the family/relatives have similar or 
other forms of disability? 


If yes give, details 


$$$ 
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Yes/No 


Yes/No 


Ow ~ 


Probable cause/s of disability: 


42. 


Yes/No 


Has the disabled person received any services/intervention for disability? 


43. 


lf yes, please give details as follows: 


44. 


juawWAo\dwea jjas/jusWweoR\d gor 
Burures} j|EUOIEDO A 
UOISSILUPR JOOS jeIDedS 
UOISSIWPP |OOYDS |EWJON 
Burjjesunog 
seouel|dde/spiy 
Adesay} jeuonedndd09 
Adesay) yoseds/AdesayjorsAud 


juawje9J} jeoIGuns/jeoipayy 


Ayiqesip yo yuowssessy 


P9AI808J BIBM AouabBe | penisoes Quam 
pownoul SUO!UdAU9IU! SUONUS/U9}U] BJBYUM Ase\unjoa/jaory SUO!Us/U94UI 
sop jo sjiejag UOIINSU} JOYIOUM 9JBYUM BOP|q SUOIUSAJB}U| JO BINJEN 


43 


45. 


46. 


47. 


49. 


50. 


51. 


52. 


Does the disabled person use aids/appliances? Yes/No 


If yes, details —_________________—_- : 


Does the disabled person function only 


(i) with aids and appliances Yes/No if Yes, explain a ee 


(ii) with manual help Yes/No if Yes, explain 


(a) Has the disabled person used aids/appliances in the 
past? Yes/No 


(b) If yes, specify 


. Why has he stopped using aids/appliances 


— 


(Aids and appliances specifically refer to callipers, crutches, artificial limbs, splints, wheelchair, tricycle, 
walking stick, boots (surgical), slipper (surgical), hearing aid, white cane, spectacles, Braille materials, 
teaching aids for MR children, others). 


Educational and vocational training status of the disabled person (give details) 
(a) Educational Status 


(b) Vocational Training Status 


[General details: 
Illiterate, Primary School, High School, Diploma (specify), Degree (specify), Post-Graduation (specify) 


Technical details: 
Certificate course, Diploma course, Degree course (specify) 
Any trade, skill, craft Self employment] 


(a) Whether enrolled in regular educational institutions? Yes/No 
(b) If no, explain why 
(c) If yes, whether education is continuing to date? Yes/No 
(d) If no, explain why 
(a) Whether he/she has ever enrolled in an institution for disabled persons? Yes/No 


(b) If yes, give details 


(a) Does the disabled person earn any income? 
Yes/No 


(b) If yes, give details 
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53. (a)Has the disability caused any change of job? Yes/No 
(b) If yes, give details 


54. Is there any feature in the family (like alcoholism, broken home, psychiatric 
aay , Mm, , problems, financial 
etc) which is likelyAo have or has a role in depriving the disabled person from receiving cea ee 
activities of daily living skills (ADLS)) 


If yes, give details 


55. During the present visit and subsequent visits you will be making to this family, attitude of family 
members, neighbours, etc, needs to be studied. It helps in planning interventions for the disabled 
person. (Tick in the table below) 


Attitude of 


(d) Children 


(e) Neighbours 


(f) Peers 


56. Aspirations of the disabled person: rl aged above 10 years , he/she should be questioned as to 


lf the disabled person is an adult or boy or gi ; ob 
what aspirations he or she has with respect to education, vocational training and job placement. 


57. Having made an initial review of the disabled person, what interventions do you feel are required and 
how will you plan the same: | 


Required A How and when will you 
Interventions Not Required B plan the same 

Have toconfirm C 

(Write the appropriate letter 

in the column below) 


Counselling 


Required A 
Not Required B 
Have toconfirm C 
(Write the appropriate letter 
in the column below) 


How and when will you 
plan the same 


a] 
Admission to normal school 


Admission to special school 


Vocational training 


Job placement 


TRYSEM scheme 


Physical Handicap Pension 


Bus/train pass 


Medical certificate 


17 Scholarships 


Others (specify) 


58. Remarks of the interviewer: i 
(This can include what the interviewer observed of the attitudes of persons being interviewed) 
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IDENTIFICATION AND NEEDS ASSESSMENT OF BENEFICIARIES 
IN COMMUNITY BASED REHABILITATION INITIATIVES 


SUPPORT MATERIAL FOR TRAINING 


The final objective of creating a 
primary data base in projects by 
conducting an identification and needs 
assessment survey is to make a 
Community Diagnosis which 
facilitates effective planning for 
community based rehabilitation (CBR) 
interventions. The preliminary needs 
assessment is a prelude to detailed 
assessment (eg.medical, surgical, etc.) 
and interventions. 


Thorough orientation and training for 
the survey personnel in the conduct 
of the survey will help in achieving 
quality outcomes. Sometimes, the 
survey personnel may be new entrants 
to the field of CBR and therefore it is 
necessary to familiarise them with 
the fundamental concepts in disability 
before training them in the conduct 
of the survey. 


For the conduct of identification and 
needs assessment survey, it is essential 
that all the survey personnel who are 
involved, have a uniform method of 
identification of persons with 
disability. Hence it is necessary to 
evolve uniform operational case 
definitions. 

Keeping in mind that CBR personnel 
have a high school or pre-university 
background, it is useful to familiarise 
them with some definitions and 
features of all disabilities. 


DEFINITIONS OF CERTAIN 
TERMS 


Impairment : An impairment is 
defined as “any loss or abnormality 
of psychological, physiological or 
anatomical structure or function”, eg. 
loss of foot, defective vision or mental 
retardation. 


Disability : Because of an impairment, 
the affected person may be unable to 
carry out certain activities considered 
as normal for his age, sex, etc. This 
inability to carry out certain activities 
is termed “disability”. A disability has 
been defined as “any restriction or 
lack of ability to perform an activity 


in the manner or within the range 
considered normal for a human 
being”. 

Handicap : As a result of disability, 
tle person experiences certain 
disadvantages in day-to-day living, is 
not able to fulfil the obligations 
required of him and play the role 
expected of him in society. This is 
termed handicap and defined as “a 
disadvantage for a given individual 
resulting from an impairment or a 
disability, that limits or prevents the 
fulfilment of a role that is normal 
(depending on age,sex and social and 
cultural factors) for that individual.” 


Taking accidents as an example, the 
above terms can be explained further 
as follows: 


PECIDENK, .<ccsssca0ee Disease (or disorder) 
Loss of Foot......... Impairment 
Cannot walk.......... Disability 
Unemployed........... Handicap 


CAUSES OF DISABILITIES 


The major causes of disabling 
conditions are: 


Communicable diseases 
Malnutrition 

Poor quality of care during delivery 
Accidents and injuries 


These constitute 70% of causes for 
preventable disability in developing 
countries. 


Other causes : Exposure to harmful 
drugs, X-rays during pregnancy, 
consanguineous marriages etc. 


Causes of visual disabilities 
Cataract (opacity of the lens) 


Trachoma and associated infections 
of the eye 


Small pox (in the earlier decades) 
Malnutrition (Vitamin ‘A’ deficiency) 
Injuries and accidents 

Glaucoma (increased tone of the eye 


D-L>” israry 
a DOCUM: NTATION J i 
Q » 6 ' NS UNIT a. 


_ Acad pr attics 


balls) 
Others 


Causes of communication disabilities 
(speech and hearing) 


Infections of the ear, nose and throat 
Injuries and accidents 


Use of drugs which can affect hearing 
like streptomycin, aspirin etc. 


Infections like Rubella in the mother 
during pregnancy 


Use of harmful drugs during 
pregnancy 

Senility (ageing process) 

noise 


Exposure to excessive 


(eg.industries) 


Psychological factors (eg. neglect of 
child by parents, child abuse, etc.) 


Causes of mental retardation 


Before birth (pertaining to condition 
of pregnant mother) 


Malnutrition 

Genetic abnormalities 
Infectious diseases 
Intake of drugs and alcohol 
Accidents 

During birth 
Prematurity 

Injury during delivery 
Prolonged labour 
Others 

After birth 
Malnutrition 
Infections : 

Lack of oxygen 
(Asphyxia) 

Lack of stimulation 
Poisoning 

Child abuse 
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Causes of locomotor disabilities 
Poliomyelitis 
Accidents and injuries 


High blood pressure leading to a 
stroke 


Amputation 

Leprosy 

Cerebral palsy 

Exposure to drugs, X-rays, infections 
during pregnancy 

Causes of cerebral palsy 

Before birth 


Flu, rubella (German Measles), mumps 
contracted by the mother especially 
during the first three months of 
pregnancy 

Exposure to poisonous materials, 
radio-active substances (X-rays) or 
drugs during pregnancy 

Poor nutrition 


Parents blood 
incompatibility 
During birth 


Difficult and prolonged labour / 
trauma 


group’ (Rh) 


Lack of adequate training in use of 
instruments during delivery 


Improper use of anaesthesia 


Anoxia, a condition which deprives 
the brain of oxygen 

Internal bleeding 

After birth 

Head injuries 

Very high fever with convulsions / 
epilepsy 

Complications of infectious diseases 
like malaria, leprosy, poliomyelitis, 
meningitis, encephalitis 

Causes of epilepsy : 

In many cases, the causes may not be 
known 


Space occupying lesions in the brain, 
abnormal conditions of the brain like 
infections, blood clots, tumours, head 
injury, etc. 


Causes of mental illness 
Heredity 


Social/pathological causes like 
worries, anxieties, emotional stress, 
tension, frustration, unhappy 
marriages, broken homes, stresses of 
poverty, industrialisation and 
urbanisation, changing family 
structure, population mobility, 
insecurity, cruelty, rejection, etc. 


Certain infections, toxic chemical 
substances and certain drugs 


Organic conditions like ageing process 
of the arteries of the brain, chronic 
diseases like tuberculosis, leprosy, 
epilepsy, etc. 

CERTAIN 


FEATURES OF 


DISABILITIES 


VISUAL DISABILITY 


This means a loss or lack of ability to 
execute tasks requiring adequate 
visual acuity (clarity). The person with 
visual disability - 


may not be able to see at all 
may be able to see just a little 


may have difficulty to see only when 
it is dark 


Difficulty in seeing may be present 
since birth, or acquired at an early 
age because of disease, injury, etc. 
One should suspect a problem in 
vision if a child cannot follow an 
object held in front of him by one 
month of age or does not reach for 
toys and objects held in front of him 
by 3 months of age. Also, one should 
suspect difficulty in seeing if the child 
holds books very close to the eyes or 
has difficulty in seeing what is written 
on the blackboard by the teacher. 
Persons with difficulty in seeing may 
complain of headaches whilst reading. 
In elderly individuals, if the vision is 
hazy or blurred, one should suspect 
cataract or presbyopia or other forms 
of refractive error. | 


A squint is also a visual disability. A 
child or person with visual disability 
finds it difficult to locate and pick up 
small objects which have been 
dropped or frequently falls over things 
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while moving around. Also, a person 
with visual disability holds his head 
in a strained or awkward position 
when trying to look at a particular 
person or Qbject. 

On enquiry, inability to count fingers 
of a hand from a distance of 3 metres 
(10ft.) in good day light (with 
spectacles if she/he use spectacles) 
should be the criteria for identification 
(tested for both eyes separately). 


COMMUNICATION DISABILITIES 
(Speech and hearing) 


These are to include inability to hear 
or speech defects. Hearing is the 
ability to perceive sound. Hearing 
ability is to be judged by taking into 
consideration this ability for each ear 
without the use of a hearing aid. A 
conversational voice should be heard 
at 12 feet in each ear separately and if 
this facility extends to 20 feet, it can 
be presumed that the person has 
normal hearing. 


Speech defects include inability to 
speak and voice defects (cannot speak, 
but can cry or cough). Other speech’ 
defects that should be identified 
include: 

Speaking unintelligibly 

Stammering 

Speaking with abnormal voice 
Others 

LOCOMOTOR DISABILITIES 


These pertain to an individual’s lack 
of ability to execute distinctive 
activities associated with moving both 
himself and objects from place to 
place. This may include: 

Paralysis of limb or body 
Amputation 

Dysfunction of joints or limbs 
Deformity in the body other than limbs 
(eg. spine, neck) 

Causes of fracture not attended to by 
experts for more than three months 
and subsequently leading to deformity 
of the limb or dysfunction of joints 
Dwarfism or hunchback 

Club feet (talipes equinovarus) 
Others 


MENTAL RETARDATION 


This refers to conditions resulting in a 
limited ability to learn. Often the 
person’s behaviour is like that of a 
much younger individual. Such people 
have difficulty in changing their way 
of functioning appropriate to the 
various situations in daily life. The 
features of mental retardation include: 


Delay in developmental milestones : 
These include neck control, crawling, 
sitting, standing, walking (in some or 
in all). If the child has fits or physical 
disability, mental retardation is to be 
suspected. 


Slow reaction : They respond slowly 
to what others say and to activities in 
their surroundings. Sometimes they 
do not respond at all. 


Short temper : Some find it difficult 
to control their feelings. They may 


throw things all over, injure 
themselves or others. 
Lack of co-ordination : Some have 


difficulty in sucking, chewing or 
eating, use of hands or moving from 
place to place. 


Absence of clarity : They cannot 
express their thoughts, needs and 
feelings clearly. 


Inability to learn fast : They cannot 
learn anything new or different as 
easily as others. They are slow in 
learning and cannot cope well in 
school. 


Inability to understand quickly : 
They cannot understand easily what 
they see, hear, touch, smell or taste. 


Lack of concentration : Some of them 
cannot give continuous attention to 
one person or activity. Some have 
difficulty in switching from one 
activity to another. 


Inability to remember : Some can 
remember for only a short time 
what they hear or are told and 
sometimes they do not remember at 
all. 


Inability to decide : They cannot 
take even simple decisions and do 
not know what to do, Say or ask. 


Some mentally retarded persons have 
external characteristics like a small 
head, large or slanting eyes, squint, a 
thick tongue, drooling of saliva, 
irregular teeth, short and fat limbs 
and flat feet. One should check with 
the mothers about the level of 
competence as compared to other 
children in the family or in the 
neighbourhood in terms of whether 
the child is less smart or less 
intelligent. 


EPILEPSY (Fits) 


This refers to jerky movements of 
limbs with froth in the mouth; rolled 
up eye balls and loss of consciousness. 
This can occur at any time and 
anywhere. 


In a severe fit, the person falls to the 
ground suddenly with little or no 
warning, and may make a strange 
cry. This can be frightening to others 
around him. 


At first the body becomes stiff and 
then becomes loose. The arms and 
legs may make unusual movements 
which can be vigorous. Froth and 
bubbles of saliva may appear at the 
mouth, and may be coloured red by 
blood if the person has bitten his 
tongue or cheeks. 


A fit may last for only a few seconds, 
or a few minutes. The person is not in 
pain and his life is not in danger 
unless he is in the way of traffic, in 
water or falls too near the fire. 


MENTAL ILLNESS 


People suffering from mental illness 
have normal development of physical 
and mental abilities. Some of the 
symptoms of mental illness are : 


Behaving in a strange manner, eg. 
laughing, crying or talking to oneself 
or sudden behavioural changes. 


Becoming moody and withdrawn, 
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keeping aloof, quiet and not mixing 
with people, not interested in personal 
hygiene; a person who was acti ve and 
social suddenly becomes moody and 
withdrawn - this is to be observed 
and inferred from history. 


Seeing and hearing things which 
others do not see or hear. 


Being abnormally suspicious of others. 
Being unusually cheerful and boastful. 


Feeling unusually sad, crying on and 
off, becoming irritable without any 
reason. 


Having suicidal tendencies: people 
who talk about suicide or have 
attempted suicide need immediate 
help. 


Behaviour attributed to black magic 
or evil spirits (eg.” possessed”) by the 
neighbourhood people and family 
members can be due to mental illness. 


LEPROSY 


Leprosy is clinically characterised by 
one or more of the following cardinal 
features: 


Small patches, anywhere on the body, 
more often on the face or buttocks. 
The patches are lighter in colour than 
that of the surrounding skin and may 
have well defined or ill defined 
margins. Usually loss of sweating and 
loss of hair is noticed in these patches. 


Partial loss of sensation in the skin 
over the affected areas. 


Thickening and tenderness of 
peripheral and cutaneous nerves, eg. 
nerve near the inner aspect of the 
elbow; nerve running behind the ears 
etc. 


Presence of nodules or lumps 
especially in the skin over the face 
and ears. 


Ulcers (wounds) on soles of feet, loss 
of fingers or toes, nasal depression, 
foot drop, claw toes and other 


deformities. 


ANNEXURE 1 


HOW TO IDENTIFY CHILDREN WHO HAVE 
DIFFICULTY IN MOVING 


Ask the child to carry out actions as instructed below: 


Move the arms above the head, then place them behind 
the back. 


Place a small object like a cup or plate in front of the 
child and ask the child to pick it up. 


Place a small object on the ground and ask the child to 
squat or bend and pick up the object. 


Ask the child to walk a distance of ten meters in front 
of you, also ask him if he can walk around the village. 


See whether the child performs these tasks in the same 
way as others of the same age. 


Children who have difficulty in seeing or those that 
show strange behaviour may not be able to do these 
things. You should identify any other disability for 
which the child might need additional help. 


* * * * 


ANNEXURE 2 


HOW TO IDENTIFY CHILDREN WHO HAVE 
DIFFICULTY IN SEEING 


Children under 4 years (but over 3 months) 


Test sight by using a torch held 12-20 inches in front of 
the seated child and move the torch from side to side. 


If the child can see, his eyes will follow the torch as you 
move it. 


If the child’s eyes do not follow the torch, repeat the test 
2 or 3 times. When you are sure that the eyes do not 


follow the torch, it is confirmed that the child has - 


difficulty in seeing. 
Children aged 4 and above and adults 


Stand at a distance of 3 metres in front of the child; Hold 
up three fingers of one hand and ask the child to count 
them. 


If the child cannot count, ask him to hold up his fingers 
in the same way as you show him. 


If the child cannot do either of these two things, then he 
has difficulty in seeing. 


Find out if any child has difficulty in seeing only in the 
dark. Ask if anyone else has this problem - falling over 
things after dark or inability to find things in the late 


evening. 


ANNEXURE 3 


HOW TO IDENTIFY CHILDREN WITH HEARING 
DIFFICULTIES 


0-3 months 


a 
Newborn is not startled in response to a loud clap within 


_ 3 feet. 
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3-6 months 

Baby does not search for source of sound with eyes. 
Baby does not respond to cooing and talk of parents. 
6-10 months 


Baby does not respond to name, ringing bell, or to 
someone's voice. 


Baby does not understand simple phrases as “no-no” or 
“bye-bye” in local languages. 


10-15 months 
Child cannot point to familiar objects or people. 
Child does not imitate simple sounds and words. 


Child does not respond to “no-no” or name unless he 
sees the speaker. 


Child shows no interest in the radio. 
15-18 months 
Child does not follow simple directions. 


First words of a child such as “bye-bye”, “no-no”,”go- 
go”, (in local language) etc. are not forthcoming. 


18 months to 3.1/2 years 
No noticeable increase in toddler’s vocabulary. 


Child uses gestures almost exclusively to convey needs 
and desires instead of speaking. 


Child watches parents’ faces intently when they are 
speaking. 


Child does not enjoy listening to stories. 


Child has history of earaches or ear infections. 
Child appears disobedient. 

3 1/2 years to 5 years 

Child cannot locate source of sound. 


Child cannot understand and use simple words such as 
“go” ,“me”,”in”,”big”, (in local language) etc. 
7 


Child cannot give an account of some recent experience. 


Child cannot carry out two simple directions one after 
the other. 


Child cannot carry on a simple conversation. 
Child’s speech is difficult to understand. 
School going child 

Has trouble paying attention. 

Does not answer when called. 


Gets confused about directions or does not understand 
them at all. 


Frequently gives wrong answers to questions. | 
Not doing well in school and appears slow. 


Confused expression when questioned or when directions 
are given. 


Poor speech, substitutes sounds, omits sounds or has 
poor voice quality. 


Avoids people, plays alone, seems resentful or annoyed. 
Gets tired early in the day, seems restless or strained. 


Turns one side of his head towards sound, indicating 
hearing loss in one ear. 


Frequent colds, earaches. 
For children below 5 years 


Let the child sit on the mother’s lap or put the child on 
the floor in a sitting position. Hold something interesting 
in front of the child and ask the child to look at it. Go 
behind the child and bend down so that your hands are 
about 5 cm above the child’s head. Your hands should 
not be seen by the child. Now ask another person to 
watch the child’s eyes. Clap your hands loudly above 
his head making sure that there are no distracting noises 
nearby. 


If the child can hear, he will blink just after you have 
clapped your hands or turn his head to look at you. 


Repeat three times to make sure. 
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Try the test using different sounds such as a bell or a 


drum. If the child does not blink or turn h 
difficulty with hearing. Arges Ae 


For children above 5 years and adults 


You can use the same technique as above, or you can 
also use the counting test. Ask the child to sit about 3 
metres in front of you. Tell the child that you are going 
to say a few numbers like ‘four,”one’ and eight’ and that 
you want him to repeat them or hold out the same 
number of fingers that you have called. Then you should 


hide your mouth with your hands and say four different 
numbers. 


Now ask the child to repeat them or hold up that many 
number of fingers. If he is able to do so correctly then 
there are no hearing problems. If the child is unable to 
repeat what you say, speak loudly. If the child is still 
unable to hear what is said loudly at 3 metres then the 
child has difficulty with hearing. You could also do the 
test for children under 6 to make sure. 


* * * * 
ANNEXURE 4 
SCREENING SCHEDULE FOR MENTAL 

RETARDATION. 


SCREENING SCHEDULE I (for children below 3 years) 


Stage CHILD'S NORMAL DELAYED 

No. PROGRESS DEVELOPMENT DEVELOPMENT : If 
Age Range not achieved by the 

1. Responds to name / voice 1-3 months 4th month 

2. Smiles at others 1-4 months 6th month 

3. Holds head steady 2-6 months 6th month 

4, Sits without support 5-10 months 12th month 

5. Stands without support 9-14 months 18th month 

6. Walks well 10-20 months 20th month 

7. Talks in 2-3 word sentences 16-30 months 3rd year 

8. Eats/drinks by himself 2-3 years 4th year 

9. Tells his name 2-3 years 4th year 

10. Has toilet control 3-4 years 4th year 

11. Avoids simple hazards 3-4 years 4th year 

Other factors 

12. Has fits Yes / No 

13. Has physical disability Yes / No 


IF THE CHILD IS FOUND TO BE DELAYED IN ANY 
OF THE STAGES GIVEN FROM 1-11 AND IF THE 
CHILD HAS FITS OR PHYSICAL DISABILITY, 
SUSPECT MENTAL RETARDATION. 


SCREENING SCHEDULE - 2 (3-6 years) 


Observe the following : 


1. Compared to other children, did the child have any 
serious delay in sitting,standing,orwalking? 
Yes/ No 


2. Does the child appear to have difficulty in hearing? 
Yes/No 


3. Does the child have difficulty in seeing ? Yes/No 


4. When you tell the child to do something, does he 
seem to have problems in understanding what is 
being said ? Yes/No 


5. Does the child sometimes have weakness / stiffness 
in the limbs, difficulty in walking or moving his 
arms ? Yes/No 


6. Does the child sometimes have fits, become rigid, or 
lose consciousness? Yes/No 


7. Does the child have difficulty in learning to do 
things like other children of his age? Yes/No 


8. Is the child not able to speak at all ? ( to make 
himself understood in words or to say any 
recognisable words) Yes/No 


9. Is the child’s speech in any way different from 
normal ? (not clear enough to be understood by 
people other than his immediate family) Yes/No 


10. Compared to other children of the same age, does 


the child appear in any way backward, dull or 
slow? Yes/No 


IF ANY OF THE ABOVE ITEMS ELICITS ‘YES’ AS 
AN ANSWER, SUSPECT MENTAL RETARDATION 


SCREENING SCHEDULE - 3 ( 7 years and above) 
Observe the following : 


1. Compared to other children, did the child have any 
serious delay in sitting, standing or walking ? 


2. Is the child unable to do things for himself like 
eating, dressing, bathing and grooming ? 


3. Does the child have difficulty in understanding 
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8. 


when you say “do this or that” ? 
Is the child’s speech unclear ? 


Does the child have difficulty in expressing what he 
has seen or heard, without being asked? 


Does the child have weakness or stiffness in the 
limbs or difficulty in walking or moving his arms? 


Does the child sometimes have fits, become rigid or 
lose consciousness ? 


Compared to other children of his age, does the 
child appear in any way backward, dull or slow ? 


IF ANY OF THE ABOVE ITEMS ELICITS ‘YES’ AS 
AN ANSWER, SUSPECT MENTAL RETARDATION. 


“Aw 


* * * * 


ANNEXURE 5 


HOW TO IDENTIFY EPILEPSY 


Unusual or repeated movements of the face or head. 


Contractions or twitching of muscles, especially those 
of the arms and legs. 


Purposeless sounds and body movements. 
The person becomes unconscious. 
Staring or day-dreaming. 

Rolling of eyeballs. 

Head rolls about loosely. 

Drooling of saliva. 

Uncontrolled passing of urine and stools. 


In a severe fit, the person suddenly falls, often with 
little or no warning, and may make a strange cry. 
This can frighten people. 


At first the body becomes stiff, and then loose. 


The arms and legs may make unusual movements 
which can be vigorous. Froth and bubbles of saliva 
may appear at the mouth, and may be coloured red 
by blood if the person has bitten his tongue or cheeks. 


People who see this happening sometimes find it 
upsetting and are afraid. This is quite natural. 


A fit may last only a few seconds, or a few minutes. 
The person is not in pain and his life is not in danger 
unless he is in the way of traffic, in water, or falls 
near fire. 


ANNEXURE 6 


HOW TO IDENTIFY HANSEN’S DISEASE (LEPROSY) 


Leprosy in a majority of instances, can be identified only 

on the basis of a proper inspection. 

- A thorough inspection of the body surface (skin) to 
the extent permissible in good natural light for the 
presence of tell tale evidence of leprosy. 

- Feeling the commonly involved peripheral nerve for 
the presence of thickening and/or tenderness. 
eg. inner part of elbow; behind the ear; outer part of 
the knee, outer part of the ankle; etc. 

- Testing for loss of sensation of pain (using a skin 
needle ) or light touch, (eg. wisp of cotton wool). 

- Deformities like paralysis of muscles of hand and 
feet; claw hand; loss of fingers or toes; foot drop; 
claw toes and other deformities. 

- If there is a doubt in diagnosis, refer the person to the 
nearest health facility and follow up. 
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